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Abstract
BACKGROUND: Headache is one of the most common complaint in medical practice and the most often neurological 
symptom. 
AIM: The aim of our study was to estimate the frequency of abnormal magnetic resonance imaging (MRI) and magnetic 
resonance angiography (MRA) findings in patients with non-acute headache without focal neurological abnormalities.
MATERIAL AND METHODS: The results of the MRI and MRA were retrospectively analyzed. As major abnormalities, 
we took into account tumor, stroke, extraaxial collection, Chiari malformations, and vascular pathology (aneurysm 
and arterial-venous malformation).
RESULTS: Two hundred twenty-five patients fulfilled the criteria. Out of 225 patients with median age of 37 (18–85) 
years, 78% of the patients were female and 22% were male. In total, we found 8.4% of major abnormalities. On MRI 
head scan without MRA analysis, we found 50.7% of normal finding, 47.1% of minor abnormalities and 2.2% of major 
abnormalities. On MRA scan, we found we found 52.9% of normal finding, 40.9% of minor abnormalities, and 6.2% 
of major abnormalities.
CONCLUSION: Our study demonstrates a low but important diagnostic yield of MRI and MRA examination for 
patients with non-acute headache without focal neurological abnormalities.
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Introduction
Headache is one of the most common complaint 
in medical practice and the most often neurological 
symptom. The prevalence of headache during the lifetime 
varies from 31% to 96% [1], [2]. About 4% of adults have 
daily or near daily headache [3]. Almost 20% of the adult 
population experiences frequent headache [4]. According 
to the 3th edition of the International Classification of 
Headache Disorder headache are divided into primary 
and secondary [5]. Primary headaches are defined 
as those headaches that are not caused by a specific 
medical condition. Secondary headaches are those 
caused by specific medical condition. Neuroimaging 
is used to distinguish between primary and secondary 
headaches. Neuroimaging should be used according 
to clinical warning criteria which include change of 
headache character, focal neurological abnormality, 
headache of sudden onset, onset of headache after 50 
years, and no response to therapy. Non-acute headache 
is defined as any type of headache that has begun 
at least 4 weeks before [6]. Many patients undergo 
evaluation of headache because of fear of a secondary 
headache, usually with computed tomography (CT) and 
today very often also with magnetic resonance imaging 
(MRI) and magnetic resonance angiography (MRA). 
MRI is more sensitive that CT in the evaluation of the 
intracranial pathology [7]. The frequency of pathology 
presenting only with headache is low. CT studies of the 
evaluation of the patients with headache showed that the 
yield of significant abnormalities is low, between 1.0% 
and 6.9% [8], [9], [10], [11], [12]. Studies in patients with 
isolated chronic headache with MRI also showed that 
the yield of major abnormalities is low [13]. A common 
reason for neuroimaging is to detect treatable pathology.
The aim of our study was to estimate the 
frequency of abnormal MRI and MRA findings in patients 
with non-acute headache without focal neurological 
abnormalities. We also wanted to evaluate whether 
patients would benefit from additional MRA examination 
in the case of non-acute headache.
Material and Methods
The results of the MRI scans of the head 
performed in the St. Catherine Specialty Hospital, Zabok, 
Croatia from September 2018 until September 2019 
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were retrospectively analyzed. Patients were older than 
18, they were referred for MRI because of the non-acute 
headache. Before MRI examination every patient was 
examined by one of the neurologists and only patients 
with normal neurological examination were analyzed in 
the study. All MRI examinations were analyzed by the 
one radiologist with 10 years of experience. All scans 
were obtained with 1.5T scanner (Siemens Achieva), 
the imaging protocol included standard T1-weighted, 
T2-weighted, diffusion-weighted imaging (DWI), and 
fluid-attenuated inversion recovery–weighted images in 
axial, sagittal, and coronal plane with a slice thickness of 
5–6 mm. MRA was performed using 3D TOF sequence. 
All patients underwent an MRI brain scan with MRA, 
whether they were referred only to an MRI brain scan or 
an MRA brain scan with MRA. Exclusion criteria were: 
Focal neurological deficit, head trauma, malignant tumors 
(primary or secondary), brain operation, dizziness, 
nausea, vomiting, fever, and coagulopathy. We divided 
the results of the MRI examination into three categories: 
A completely normal finding, minor abnormalities – a 
positive finding but clinically insignificant and major 
abnormalities – a positive finding but clinically significant. 
Tumor process, hemorrhage, acute ischemia, extraaxial 
collection, Chiari malformations, and vascular pathology 
(aneurysm and arterial-venous malformation) were 
considered as clinically significant findings. Anatomical 
variants such as ventricular asymmetry, cavum vergae, 
cavum septi pellucidi, and mega cisterna magna were 
not considered as pathological findings. For statistical 
analysis, MedCalc (16.2.0, MedCalc Software Bvba, 
Ostend, Belgium) was used. Results were shown with 
descriptive statistics. Normality of the distribution of 
numeric variables was tested with Kolmogorov–Smirnov 
test. Pearson ̓s Chi-squared test was used for comparison 
of category variables differences. The results were 
considered statistical significant at p<0.05. The study 
was approved by ethic committee of the hospital.
Results
After data analysis, 225 patients fulfilled the set 
criteria, present with non-acute headache. Out of 225 
patients with median age of 37 (18–85) years, 175 (78%) 
were women with median age of 36 (18–85) years and 50 
(22%) of them were men with a mean age of 41 (18–83) 
years. Of the 225 patients who presented with headache, 
we found 8.4% of major abnormalities. Classification of 
the MRI scans with MRA reports according to its results 
are shown in Table 1. A major abnormalities were more 
common in women, it was found in 15 women (6.7%) 
compared to 4 men (1.8%), but the difference was not 
statistically significant p = 0.87.
By age group, we have 171 (76%) patients 
under 50 and 54 (24%) over 50 years, which is a 
statistically significant difference p < 0.0001. MRI scan 
reports without MRA analysis according to the age 
group are shown in Table 2.
Table 2: MRI scan reports without MRA analysis according to 
the age group
MRI examination results Age
18 – 49 (%)
Age
>50 (%)
All patients
n = 225 (%)
p
Normal finding 103; 45.8 11; 4.9 114; 50.7 <0.0001
Minor abnormalities 64; 28.4 42; 18.7 106; 47.1 <0.0001
Major abnormalities 4; 1.8 1; 0.4 5; 2.2 0.75
MRI scan reports – minor abnormalities 
according to the age group are shown in Table 3. MRI 
scan with minor abnormalities are shown in Figure 1.
Table 3: MRI scan reports – minor abnormalities according to 
the age group
MRI examination results Age
18 – 49 (%)
Age
>50 (%)
All patients 
225 (%)
p
Hyperintensive lesions 24; 10.7 31; 13.8 55; 24.4 <0.0001
Sinus changes 23; 10.2 14; 6.2 37; 16.4 0.05
Pineal cyst 14; 6.2 3; 1.3 17; 7.6 0.73
Low-lying tonsils 5; 2.2 2; 0.9 7; 3.1 0.87
Arachnoid cyst 3; 1.3 0; 0 3; 1.3 0.76
Empty sella 1; 0.4 1; 0.4 2; 0.8 0.97
Venous angioma 1; 0.4 0; 0 1; 0.4 0.54
Analyzing only vascular changes (on MRA 
examination), we found 6.2% of major abnormal 
findings. We found major vascular abnormalities in 
3 males (1.3%) and 11 female patients (4.9%), the 
difference is not statistically significant. By age group, 
we found major vascular abnormalities in 12 patients 
under 50 (5.3%) and 2 patients over 50 years (0.9%), 
the difference was not statistically significant p = 0.58. 
MRA scan with normal finding, minor and major 
abnormalities are shown in Figure 2.
MRA scan reports according to whether an 
MRA scan is requested or not are shown in Table 4. All 
vascular major abnormal findings are aneurysms. Minor 
findings include fetal configuration of the circle of Willis, 
hypoplasia of communicating artery, or vertebral artery.
Table 4: MRA scan reports according to whether an MRA scan 
is requested or not
MRA examination results Requested 
MRA (%)
Non-requested 
MRA (%)
All patients
n = 225 (%)
p
Normal finding 79; 35.1 40; 17.8 119; 52.9 0.61
Minor abnormalities 56; 24.9 36; 16 92; 40.9 0.43
Major abnormalities 10; 4.4 4; 1.8 14; 6.2 0.78
Discussion
Headache is common disorder in whole 
population, including children and adults with 
estimate prevalence 6–71% [14], [15] in adults and 
11–48% [16], [17] in children. Headache is a common 
symptom; there is a need for neuroimaging evaluation 
Table 1: MRI with MRA scan reports according to the results
MRI examination results Male
n = 50 (%)
Female
n = 175 (%)
All patients
n = 225 (%)
p
Normal finding 16; 7.1 49; 21.8 65; 28.9 0.71
Minor abnormalities 30; 13.3 111; 49.3 141; 62.7 0.78
Major abnormalities 4; 1.8 15; 6.7 19; 8.4 0.87
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to rule out secondary headaches. Different study 
results on this topic are often obtained because 
clinically relevant findings are differently defined. 
There is no consensus on what constitutes a clinically 
relevant finding, so some authors include sinus 
pathology or pineal cysts in significant results. In 
our study of non-acute headache, there is a higher 
proportion of women (78%), which is consistent with 
previously reported results that headache is more 
common in women, 2–3 times [18]. In total, we found 
8.4% of major abnormalities, 2.2% on MRI brain scan, 
and 6.2% on MRA scan. When analyzing our results 
without MRA examination, we found 50.7% of normal 
findings and 49.3% of pathological findings of which is 
2.2% patients with major abnormalities. Ukamaka and 
Adaorah [19] reported in CT retrospective study 50.8% 
normal findings and 49.2% of abnormal findings what 
is consistent to our results. They analyzed 126 patients 
with chronic headache, the mean age of the patients 
was 37 years same as in our study. They reported 11% 
of intracranial tumors what is more than our results 
(2.2%) but their study included patients with focal 
neurological abnormalities. Rawal et al. [20] reported 
in CT study 5.7% abnormal findings, they analyzed 
193 patients with history of chronic headache and found 
3 cases of the brain tumors (1.56%) what is consistent 
to our study, we found 2.2%. They also reported that 
there is no statistical significance in abnormal findings 
according to age group what is consistent to our study; 
we found statistical significance in normal finding 
according to age which they did not analyze. Consistent 
to our study Tsushima and Endo [21] in retrospectively 
MR study of 306 patients with chronic or recurrent 
headache with no other neurologic symptoms reported 
55.2% normal findings, 44.1% of minor abnormalities 
and 0.7% of clinically important intracranial abnormality. 
Subedee [22] in CT retrospective CT study evaluated 
56 patients with chronic headache without neurologic 
abnormality and reported 89.28% normal findings, 
7.14% minor abnormalities, and 3.57% significant 
lesions. Significant findings are consistent with our study, 
while a lower proportion of minor abnormalities may be 
due to a lower sensitivity of CT scans compared to MRI. 
Wang et al. [13] in retrospective MR study analyzed 
402 patients with history of chronic headache without 
other neurologic symptoms. They found 3.7% major 
abnormalities what is consistent to our study. Marmura 
and Silberstein [23] found that sphenoid sinusitis is can 
be present with progressive or thunderclap headache in 
adults and also that chronic and disabling headaches, 
especially if migraine features are present, are not 
due to sinus abnormalities. We considered only acute 
sinusitis as potential cause of headache while chronic 
sinus changes such as retention cysts were considered 
as minor abnormalities. Gurkas et al. [24] reported in 
the retrospective MR study in children with headache 
a 10% of nonspecific white matter abnormalities, 2.9% 
Chiari Type I and cerebellar tonsillar ectopia, and 4.1% 
pathology of sinus. We found 10.7% of nonspecific white 
matter abnormalities in patients under 49 years, 0.9% 
of Arnold-Chiari Type I and 3.1% of cerebellar tonsillar 
ectopia, 16.4% of sinus changes what is consistent to 
their study, whereas in patients older than 50 years, we 
found 13.8% of nonspecific white matter abnormalities 
which is statistically significant difference p < 0.0001. 
Changes in white matter are associated with aging 
and hypertension [25], [26]. White matter changes are 
foci of gliosis and ischemic demyelination [27]. We 
classified pineal cysts as minor abnormalities except 
when present with mass effect leading to compression 
of the superior colliculus or compression on cerebral 
aqueduct and cause an obstructive hydrocephalus. 
Our study found 7.6% of the pineal cyst. Mamourian 
et al. [28] in MRI study found 4.3% of the pineal 
cysts, study included 672 patients, but study was 
performed with 0.15T or 0.5T MR unit. Pu et al. [29] 
Figure 1: Magnetic resonance imaging (MRI) minor abnormalities, (a) MRI fluid-attenuated inversion recovery–weighted images axial view 
showing hyperintensive lesions (arrow), (b) MRI T2W coronal view showing retention cyst of maxillary sinus (arrow) (c) MRI T2W sagittal view 
showing pineal cyst (arrow), (d) MRI T1W sagittal view showing low-lying tonsils (arrow)
dcba
Figure 2: (a) 3D time-of-flight (TOF) magnetic resonance 
angiography (MRA) – normal finding, (b) 3D TOF MRA showing A1 
segment hypoplasia of right anterior cerebral artery (arrow) – minor 
abnormality, (c) 3D TOF MRA sagittal view showing aneurysm of 
internal carotid artery (arrow) – major abnormality
cba
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reported in MR study with high-resolution MR imaging 
(1.9T scanner) the prevalence of pineal cysts of 23%. 
This difference can be explained by the fact that the 
detection of pineal cysts depends on the quality and 
strength of the MR scanner. We found 6.2% of major 
vascular abnormalities, all were aneurysms, our results 
are consistent to study Kojima et al. [30], they reported 
in the MRA study that prevalence of aneurysms was 
7%. In our study, an MRA examination was performed 
in all patients, analyzing the results depending on 
whether or not an indication for MRA was given by a 
neurologist, we found that there was no statistically 
significant difference in any category of results. The 
results showed a similar incidence of major vascular 
abnormalities in patients with non-acute headache 
without focal neurological abnormalities, whether or not 
an indication for MRA was given by a neurologist.
Conclusion
In patients with headache without focal 
neurologic disorder, the chance of finding major 
abnormalities is rare. In total, we found 8.4% of major 
abnormalities, 2.2% on MRI brain scan, and 6.2% on 
MRA scan. Our study demonstrates a low but important 
diagnostic yield of MRI and MRA examination for 
patients with non-acute headache without focal 
neurological abnormalities.
References
1. Henry P, Michel P, Brochet B, Dartigues JF, Tison S, 
Salamon R. A nationwide survey of migraine in France: 
Prevalence and clinical features in adults. GRIM. 
Cephalalgia. 1992;12(4):229-37; discussion 186. https://doi.
org/10.1046/j.1468-2982.1992.1204229.x
 PMid:1525798
2. Rasmussen BK, Jensen R, Schroll M, Olesen J. Epidemiology 
of headache in a general population-a prevalence study. 
J Clin Epidemiol. 1991;44(11):1147-57. https://doi.
org/10.1016/0895-4356(91)90147-2
 PMid:1941010
3. Goadsby PJ, Raskin NH. Headache. In: Fauchi AS, 
Braundwald EB, Casper DL, Hauser SL, Longo DL, Jameson JL, 
et al. editors. Harrison ̓s Principles of Internal Medicine. 17th ed. 
Newhaven: McGaw Hill Medical; 2008. p. 103.
4. Ziegler DK. Headache. Public health problem. Neurol Clin. 
1990;8(4):781-91.
 PMid:2259311
5. Headache Classification Committee of the International Headache 
Society (IHS). The international classification of headache 
disorders, 3rd edition (beta version). Cephalalgia. 2013;33(9):629-
808. https://doi.org/10.1177/0333102413485658
 PMid:23771276
6. Sempere AP, Porta-Etessam J, Medrano V, Garcia-Morales I, 
Concepcion L, Ramos A, et al. Neuroimaging in the evaluation of 
patients with non-acute headache. Cephalalgia. 2005;25(1):30- 5. 
https://doi.org/10.1111/j.1468-2982.2004.00798.x
 PMid:15606567
7. Haughton VM, Rimm AA, Sobocinski KA, Papke RA, Daniels DL, 
Williams AL, et al. A blinded clinical comparison of MR imaging 
and CT in neuroradiology. Radiology. 1986;160(3):751-5. 
https://doi.org/10.1148/radiology.160.3.3737914
 PMid:3737914
8. Baker HL. Cranial CT in the investigation of headache: Cost-
effectiveness for brain tumors. J Neuroradiol. 1983;10(2):112-6. 
PMid:6410008
9. Cuetter AC, Aita JF. CT scanning in classic migraine. Headache. 
1983;23(4):195.
 PMid:6885413
10. Becker LA, Green LA, Beaufait D, Kirk J, Froom J, Freeman WL. 
Use of CT scans for the investigation of headache: A report from 
ASPN, Part 1. J Fam Pract. 1993;37(2):129-34.
 PMid:8336092
11. Mitchell CS, Osborn RE, Grosskreutz SR. Computed 
tomography in the headache patient: Is routine evaluation 
really necessary? Headache. 1993;33(2):82-6. https://doi.
org/10.1111/j.1526-4610.1993.hed3302082.x
 PMid:8458727
12. Dumas MD, Pexman JH, Kreeft JH. Computed tomography 
evaluation of patients with chronic headache. CMAJ. 
1994;151(10):1447-52.
 PMid:7954139
13. Wang HZ, Simonson TM, Greco WR, Yuh WT. Brain MR imaging 
in the evaluation of chronic headache in patients without other 
neurologic symptoms. Acad Radiol. 2001;8(5):405-8. https://doi.
org/10.1016/s1076-6332(03)80548-2
 PMid:11345271
14. Göbel H, Petersen-Braun M, Soyka D. The epidemiology of 
headache in Germany: A nationwide survey of a representative 
sample on the basis of the headache classification of the 
international headache society. Cephalalgia. 1994;14(2):97-
106. https://doi.org/10.1046/j.1468-2982.1994.1402097.x
 PMid:8062362
15. Wong TW, Wong KS, Yu TS, Kay R. Prevalence of migraine 
and other headaches in Hong Kong. Neuroepidemiology. 
1995;14(2):82-91. https://doi.org/10.1159/000109782
 PMid:7891818
16. Abu-Arefeh I, Russell G. Prevalence of headache and migraine 
in schoolchildren. BMJ. 1994;309(6957):765-9. https://doi.
org/10.1136/bmj.309.6957.765
 PMid:7950559
17. Brattberg G. The incidence of back pain and headache among 
Swedish school children. Qual Life Res. 1994;3 Suppl 1:S27-31. 
https://doi.org/10.1007/bf00433372
 PMid:7866367
18. Lipton RB, Stewart WF, Diamond S, Diamond ML, Reed M. 
Prevalence and burden of migraine in the United States: Data from 
the American migraine Study II. Headache. 2001;41(7):646-57. 
https://doi.org/10.1046/j.1526-4610.2001.041007646.x
 PMid:11554952
19. Ukamaka ID, Adaorah OA. Computed tomography imaging 
features of chronic headaches in Abuja, Nigeria. Asian 
J Med Health. 2017;5(4):1-8. https://doi.org/10.9734/
ajmah/2017/34713
20. Rawal S, Mukhi S, Subedi S, Maharjan S. Role of computed 
tomography in evaluation of patients with history of chronic 
headache. J Univ Coll Med Sci. 2015;3(12):6-9. https://doi.
org/10.3126/jucms.v3i4.24257
 Pavlovićetal.TheRoleofMRImagingandMRAngiographyintheEvaluationofthePatientswithHeadache
Open Access Maced J Med Sci. 2020 Aug 20; 8(B):815-819. 819
21. Tsushima Y, Endo K. MR imaging in the evaluation of chronic or 
recurrent headache. Radiology. 2005;235(2):575-9. https://doi.
org/10.1148/radiol.2352032121
 PMid:15858096
22. Subedee A. Evaluation of chronic headache by computed 
tomography: A retrospective study. J Nobel Med Coll. 
2012;1:64-71. https://doi.org/10.3126/jonmc.v1i2.7301
23. Marmura MJ, Silberstein SD. Headaches caused by nasal 
and paranasal sinus disease. Neurol Clin. 2014;32(2):507-23. 
https://doi.org/10.1016/j.ncl.2013.11.001
 PMid:24703542
24. Gurkas E, Karalok ZS, Taskın BD, Aydogmus U, Yılmaz C, 
Bayram G. Brain magnetic resonance imaging findings in children 
with headache. Arch Argent Pediatr. 2017;115(6):e349-55.
 PMid:29087111
25. Perkins AT, Ondo W. When to worry about headache. Postgrad 
Med. 1995;98(2):197-208.
 PMid:29224432
26. Diener HC, Katsarava Z, Weimar C. Headache associated 
with ischemic cerebrovascular disease. Rev Neurol (Paris). 
2008;164(10):819-24. https://doi.org/10.1016/j.neurol.2008.07.008
 PMid:18760431
27. Biedroń A, Steczkowska M, Kubik A, Kaciński M. Dilatation 
of Virchow-Robin spaces in children hospitalized at pediatric 
neurology department. Neurol Neurochir Pol. 2014;48(1):39-44. 
https://doi.org/10.1016/j.pjnns.2013.12.002
 PMid:24636769
28. Mamourian AC, Towfighi J. Pineal cysts: MR imaging. AJNR Am 
J Neuroradiol. 1986;7(6):1081-6.
 PMid:3098073
29. Pu Y, Mahankali S, Hou J, Li J, Lancaster JL, Gao JH, et al. 
High prevalence of pineal cysts in healthy adults demonstrated 
by high-resolution, noncontrast brain MR imaging. AJNR Am J 
Neuroradiol. 2007;28(9):1706-9. https://doi.org/10.3174/ajnr.
a0656
 PMid:17885233
30. Kojima M, Nagasawa S, Lee YE, Takeichi Y, Tsuda E, 
Mabuchi N. Asymptomatic familial cerebral aneurysms. 
Neurosurgery. 1998;43(4):776-81. https://doi.
org/10.1097/00006123-199810000-00026
 PMid:9766303
